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Abstract  
 
The high prevalence rates and numerous consequences associated with child sexual abuse makes preventing 
these offences a societal priority. Prevention strategies have traditionally involved only tertiary interventions, 
implemented by the criminal justice system after an offence has occurred. More recently, some have argued 
for a public health approach to preventing child sexual abuse, which includes interventions at the primary and 
secondary levels. Secondary prevention aims to provide treatment and support to those at-risk of sexually 
offending before any involvement with the legal system. Increased demand for secondary prevention services 
and early results from current initiatives demonstrate that at-risk individuals are willing to seek treatment 
without external pressure from the legal system, and often report numerous treatment-related benefits. These 
findings support the need for wide-spread implementation of primary and secondary prevention initiatives. 
The safety of children requires that we, as a society, stop merely reacting to sexual offences, and instead begin 
implementing proactive evidence-based strategies that can prevent even initial incidents of child sexual abuse. 
This article explores some of the many benefits and barriers associated with primary and secondary 
prevention, as well as strategies for overcoming these barriers. Recommendations for the development and 
implementation of prevention initiatives are also included. 
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Introduction  
 
Child sexual abuse (CSA) is an ongoing international problem, with global prevalence rates estimated at 18% to 
20% for girls and 8% for boys, based on two meta-analyses including over 9.9 million participants across six 
continents (Pereda et al., 2009; Stoltenborgh et al., 2011). A more recent report from the United Nations 
Children’s Fund (2014) stated that approximately 120 million girls worldwide have been sexually victimized at 
some point in their life; while boys are also at risk (although less so than girls), a global estimate was 
unavailable. A meta-analysis by Barth et al. (2013) found that the prevalence of CSA differed based on the 
severity of the sexual activity, however girls who experienced CSA were still found to have higher prevalence 
rates regardless of the whether the abuse was non-contact (31% vs. 17%), contact (13% vs. 6%), forced 
intercourse (9% vs. 3%), or mixed abuse (15% vs. 8%). Prevalence rates may also differ based on the age of the 
offender, with one study finding that among a sample of adolescents aged 15 to 17, both males and females in 
all age categories reported higher rates of sexual victimization by juvenile (i.e. under age 18) rather than adult 
perpetrators (Finkelhor et al., 2014).  
 
High prevalence rates, along with the myriad of short and long-term consequences associated with CSA, make 
preventing these offences a societal priority. Personal consequences for the victim can include physical effects 
(e.g. injury, chronic pain, STIs, sexual dysfunction), mental illness (e.g. depression, PTSD, suicide attempts, 
substance abuse), emotional or interpersonal issues such as difficulty forming relationships, and more (DeGue 
et al., 2012; Felitti & Anda, 2009; Harvey et al., 2007). There are also financial consequences, as it has been 
estimated that the annual cost of CSA (without attempting to account for the cost of harming a child) is 
USD$124 billion in the United States (Fang et al., 2012), AUD$3.9 billion in Australia (Taylor et al., 2008), and 
£3.2 billion in the United Kingdom (Saied-Tessier, 2014). To better protect children from harm, society needs to 
move toward more preventative approaches to CSA, as these have the ability to identify and address potential 
risk factors for offending before someone engages in illegal sexual behaviours, as opposed to the current 
reactionary strategies that require waiting until a child has been victimized. Effective prevention initiatives will 
not only reduce the number of children being sexually victimized, but they will also significantly reduce the 
costs associated with sexual offending. 
 
One of the major challenges for organisations and individuals working in this area is that widespread public 
messages which draw attention to the prevalence and consequences of CSA also galvanise public fear and 
hatred toward those who may be at risk of perpetrating such abuse. The true purpose of these prevention 
initiatives may also be misunderstood by the media, general public, and policymakers, who may perceive them 
as attempts to protect potential or actual sex offenders, rather than protecting potential and actual victims 
(McCartan et al., 2018). This media-fuelled hostility, along with misunderstandings and misrepresentations of 
initiatives to prevent CSA, thwarts attempts to prevent people from engaging in sexual offences against 
children.  
 
Primary, Secondary, and Tertiary Prevention 
 
Child sexual abuse is a multifaceted problem associated with a range of motivating factors, and these offences 
are committed by a heterogeneous population. Consequently, it has been argued that effective prevention 
initiatives require the development and implementation of interventions at the primary, secondary, and 
tertiary levels. Adopted from the field of public health, these three levels of prevention have been described as 
follows: (1) Primary prevention involves wide-scale initiatives aimed at the general public and implemented 
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before the occurrence of sexual violence to prevent even initial incidents of CSA (e.g.  general crime 
deterrence, public education, adequate sex education in schools); (2) Secondary prevention involves more 
targeted interventions for those at-risk of engaging in CSA, which address issues known to increase the risk of 
offending (e.g. anonymous helplines for people with sexual interest in children); and (3) Tertiary prevention is a 
reactionary approach after a sexual offence has occurred, which aims to prevent sexual recidivism (e.g. 
treatment programs for those who have engaged in CSA) (Laws, 2000; Wortley & Smallbone, 2006).   
 
It has been argued that a lack of attention and resources have been dedicated to secondary prevention 
initiatives for CSA, focusing instead on primary and tertiary initiatives (McCartan et al., 2018). It is interesting 
that tertiary interventions aimed at addressing sexual recidivism have received the most attention, considering 
that reoffence rates for sexual offences are typically far lower than for most other offences. A meta-analysis by 
Hanson and Morton-Bourgon (2005) found the rate of sexual recidivism to be under 14% (this rate is at least 
somewhat inflated due to the inclusion of untreated offenders), which is significantly lower than recidivism 
rates (for any type of crime) found for property offenders (88%), drug offenders (84%), public order offenders 
(82%), and violent offenders (79%), after a nine-year follow-up period (Alper et al., 2018). While tertiary 
initiatives are clearly a necessary part of preventing sexual offending, attempting to implement initiatives at 
this level alone is not a sufficient response to a problem as complex and pervasive as CSA. Primary and 
secondary initiatives are even more relevant because up to 95% of sexual offences against children are 
committed by first-time offenders (Sandler et al., 2008). Research has also shown that men who have 
committed a sex offence may struggle with their sexual thoughts and urges for an average of five to ten years 
before committing the sexual offence (Knack et al., 2017; Piche et al., 2018), indicating that we, as a society, 
have time to prevent many of the sexual crimes that occur. While the current article focuses mainly on 
secondary prevention initiatives, the successful implementation of these initiatives is likely to also require 
interventions at the primary level in order to address the stigma and misunderstandings about pedophilia 
(Cooper, 2016; Jahnke & Hoyer, 2013).  
 
Sexual Interest vs. Sexual Behaviour 
 
When designing strategies to prevent CSA, it is vital to recognize the difference between sexual interests and 
sexual behaviours. Adults with a persistent sexual interest in children, who have either acted on this interest or 
suffered distress from it, would meet the diagnostic criteria for Pedophilic Disorder (American Psychiatric 
Association, 2013). As with any other mental illness, people do not choose to have this disorder, and most 
people with pedophilia would greatly prefer to have non-criminal sexual desires and pro-social lives. In fact, 
many of these individuals "describe years of just agonizing self-hatred, agonizing fear of being detected as 
having a sexual interest in children, viewing themselves as monsters, being afraid to look for help" (Malone, 
2014, pg. 29). While individuals are not at fault for their sexual interests, they are responsible for their sexual 
behaviours. It is important to emphasize that not all individuals who are diagnosed with Pedophilic Disorder 
have, or ever will, sexually abuse a child (Fedoroff, 2010). Pedophilic Disorder can be further classified as 
exclusive, non-exclusive, or incest-only type (American Psychiatric Association, 2013). The exclusive subgroup, 
which is thought to comprise only a very small percentage of all MAP, describes those with a more fixated and 
longstanding sexual interest in children that is often established during puberty (Tozdan & Briken, 2015). In 
contrast to Pedophilic Disorder, child sexual abuse (both contact and non-contact) is a sexual behaviour 
committed by someone who may or may not have a sexual interest in children. Research has found that 
approximately 50% of men convicted of CSA do not meet the diagnostic criteria for pedophilia (Malamuth & 
Huppin, 2007; Seto, 2008).  
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Motivations for Child Sexual Abuse 
 
People engage in CSA for a myriad of reasons, and understanding these distinct underlying motivations is a 
necessary part of designing specialized treatment interventions that can effectively prevent sexual offences 
against children (Marshall et al., 2006). Some individuals have proposed the term “minor-attracted people” 
(MAP) to describe individuals who are both sexually attracted to children and/or affectionate toward them. 
The fact that both minor-attracted people (MAP) and people without a sexual interest in children (non-MAP) 
engage in CSA indicates that the motivations underlying these behaviours are not clear-cut. Despite the 
common assumption that CSA is motivated solely by a person’s sexual interest or their desire for sexual 
gratification, research has found that these offences are almost always associated with non-sexual motivations 
as well (Finkelhor, 1994; Hoberman, 2016). Designing effective prevention initiatives and treatment strategies 
for MAP and non-MAP requires a thorough understanding of which motivations are likely to be most pertinent 
to each group, as well as those that may overlap. For MAP, sexual attraction to children is likely an inherent 
part of the motivation to engage in CSA, yet research has indicated that other underlying motivators may also 
contribute to their offending behaviour, including abuse in childhood (Nunes et al., 2013; Sullivan & Sheehan, 
2016), cognitive distortions and abuse-supportive attitudes (Helmus et al., 2013), desire for intimacy and 
emotional gratification (Ward et al., 1993), and the use of maladaptive coping mechanisms that may indirectly 
lead to sexual offending (Ward et al., 2007). In some cases, MAP spend years successfully resisting their urge to 
engage in CSA (Piché et al., 2018), until the accumulation of multiple life stressors act as a catalyst for the 
transition from sexual interest to sexual behaviour (Leclerc et al., 2016). Studies have shown that a number of 
underlying motivations for engaging in CSA are endorsed by those both with and without a sexual interest in 
children. These include, but are not limited to, a lack of sexual knowledge, personal abuse during childhood, 
social skills and relationship difficulties, substance abuse or other mental health issues, and attempts to use 
children to satisfy their perceived emotional or sexual needs (Quinsey & Lalumière, 1995; Sullivan & Sheehan, 
2016; Ward et al., 2007).        
 
Explanations for why someone without a sexual interest in children may engage in CSA include a general  
anti-social orientation (Hanson & Morton-Bourgon, 2005), a sexual interest in coercion (Turner-Moore &  
Waterman, 2017), attitudes accepting of sex between adults and children (Cash, 2016), and indiscriminate or 
opportunistic sexual behaviours (Winder et al., 2018). Opportunistic offences may also result from an inability 
to establish relationships with age-appropriate adults, which may cause individuals to gravitate toward 
children, whom they consider to be less intimidating and judgmental (Sullivan, 2002; Ward et al., 2007). Studies 
have also indicated that feeling forced to repress one’s pro-social sexual desires, typically in response to 
restrictive family, religious, or cultural regimes, may result in these desires manifesting as illegal sexual 
behaviours, including sexual contact with children (Sullivan & Sheehan, 2016). Similarly, Knack et al. (2017) 
found that several men who had engaged in CSA described formative experiences involving the need to repress 
their healthy homosexual orientation due to restrictive regimes, which led them to engage in CSA because they 
perceived boys as being more easily accessible, less judgmental, and less likely to ‘out’ them. These findings in 
no way suggest that homosexuality is dangerous to children, but rather that repressing these perfectly healthy 
sexual desires can have serious and unexpected outcomes.  
 
Individuals with intellectual and developmental disabilities are no more likely to commit sexual offences than 
those without these disabilities (Hocken, 2014), and are in fact more likely to be the victims of crime (National 
Autistic Society, 2016). However, some individuals with intellectual disabilities may seek sexual contact with a 
child because their opportunities for sexual expression are restricted by prohibitions of sexual behaviour 
placed on them by care providers. The counterfeit deviance hypothesis, first proposed by Hinsburger, Griffiths 
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and Quinsey (1991), suggests that when people with intellectual disabilities engage in deviant sexual behaviour 
(e.g. sexual contact with children), it is important to determine whether these behaviours are an inappropriate 
expression of healthy sexual desires or evidence of an underling paraphilia. Failure to distinguish between 
these motivations can result in the use of inappropriate treatment interventions for this population. Similarly, 
while developmental disorders such as autism spectrum disorder (ASD) do not inherently predispose an 
individual to sexual offending, it is possible that features of these disorders may inadvertently contribute to 
offending behaviours (Murrie & Warren, 2002), as those with an ASD who do offend often do so in the context 
of their autism (Allely & Creaby-Attwood, 2016). Thus, preoccupation with (for example) the collecting of  
sexual images or even with sexuality itself, may become an antecedent to sexual offending. Research by Dillon, 
McNally, and Winder (2016) highlighted the need to accurately diagnose individuals convicted of a sexual 
offence, as understanding the role these disorders play in illegal sexual behaviours is an important part of 
designing treatment programs that are responsive to individuals’ specific needs.   
 
Public Health Approach to Child Sexual Abuse  
 
According to the Moore Center for the Prevention of Child Sexual Abuse, “Child sexual abuse is a 100 percent 
preventable public health problem” (Letourneau, 2017, p. 1). A public health approach to CSA involves making 
relevant treatment and services widely available and encouraging those who may be at risk of offending to 
seek treatment before an offence has occurred (Brown et al., 2014). The World Health Organization (2002) has 
indicated that using a public health approach has the potential to reduce the rate of CSA. One of the key 
prevention strategies for both MAP and non-MAP involves offering community-based prevention programs 
that include pharmacological treatments intended to manage problematic sexual arousal. Support and services 
for individuals wishing to change their unwanted sexual thoughts, as well as treatment interventions that 
address the trauma experienced by individuals who have suffered abuse in their own childhoods, together with 
greater access to mental health services in general, are also needed.     
  
To be successful, prevention initiatives not only need to make the public and at-risk individuals aware that 
effective treatment exists, they also need to ensure that these services are accessible. In addition to being 
widespread and affordable, accessibility also involves creating a social environment in which individuals with 
problematic sexual interests and individuals at-risk of offending, feel safe enough to seek help for this issue. 
Consequently, a successful public health approach also requires strategies for reducing the stigma of the term 
“pedophilia”, and mental health treatment in general. It has been suggested that utilizing a widespread 
marketing campaign to begin changing the social and political climate toward this issue is a crucial first step to 
implementing improved public health initiatives against sexual offending (Piché et al., 2018). Tozdan and Briken 
(2015) have theorized that self-efficacy - an individual’s belief that they are in control of their own behaviours 
and the events that shape their lives (Bandura, 1997) - may play a role in MAPs ability to change their sexual 
interest. In short, MAP who believe it is possible to change their sexual interest will likely be more motivated to 
do so, while those who are told they will never change are left with little motivation to even try. Self-efficacy 
may be especially relevant for secondary prevention initiatives, which aim to motivate MAP to seek treatment 
before any involvement with the legal system. As such, it is important that public education campaigns remain 
cognizant of the messages they send, in order to avoid further perpetuating myths and stereotypes about 
pedophilia or spreading information that is not empirically founded, and which may actually reduce MAPs 
motivation to seek treatment (or seek support for mental health issues related to the stigmatizing identity of 
being a MAP). 
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Examples of secondary prevention initiatives  
 
Two of the most well-known secondary prevention initiatives include Stop it Now!, which originated in the 
United States in 1992 and has since expanded to include affiliate sites in the UK & Ireland, Wales, the 
Netherlands, and Scotland (Brown et al., 2014; Eisenberg, Mulder, van Horn & Stam, 2014), and the Prevention 
Project Dunkelfeld (PPD), a Berlin-based research project that started in 2005 and has developed into what is 
now known as the Prevention Network, with 12 treatment providers located across Germany (Beier et al., 
2009a; Beier et al., 2009b). Both initiatives provide confidential support to those concerned about their sexual 
interests or behaviours; they also provide information to the general public regarding their role in helping 
prevent CSA. It should be noted that multiple German institutions, such as the Institute for Sexual Research and 
Forensic Psychiatry Hamburg, have provided therapeutic services for MAP who are not involved with the legal 
system since the 1960s (Briken, 2018). A complete listing of all secondary prevention initiatives worldwide is 
outside the scope of this article. However, as the current authors are presently leading two separate 
prevention projects, these initiatives are described in detail below.       
 
Sexual Behaviours Clinic Prevention Study. Established in Ottawa (Canada) in 1983, The Royal’s Sexual  
Behaviours Clinic (SBC) has provided assessment and treatment to over 4,000 people at all stages of the legal 
system, including those who have never offended. The SBC’s Prevention Study aims to increase awareness of 
preventative treatments and encourage at-risk individuals to ask for help before offending. Rather than a 
helpline, which requires significant resources, the study uses a website (www.sexualbehavioursclinic.ca) to 
provide information and recruit participants. The website provides the unique ability for individuals to contact 
the research team completely anonymously, using the website’s integrated messaging system, as opposed to a 
personal phone or email. Study participants complete questionnaires about their mental health, coping 
mechanisms, sexual interests/behaviours, etc. at baseline and six months post-baseline. At their baseline 
appointment, each participant is given the voluntary option of receiving treatment in the SBC. Through 
innovative intake and programming methods, the SBC maintains no wait list and participants are typically able 
to begin receiving specialized psychiatric treatment within one week of their initial research appointment. To 
date, every person who has entered the study has voluntarily gone on to accept treatment in the SBC. The SBC 
makes no distinction between those with ‘exclusive’ and ‘non-exclusive’ pedophilia, since treatment is focused  
on both decreasing sexual interest in children and increasing sexual interest in adults.  
 
It has recently been reported that in Canada the only available interventions to prevent sexual offences by men 
with problematic sexual interests are at the tertiary level and administered by the criminal justice system, 
meaning that “the only way for individuals to access services for their sexual concerns is to actually commit a 
sexual offense” (Piche et al., 2018, p. 65). The SBC program and Prevention Study are evidence that this is no 
longer the case, yet due to a lack of available resources, the reach of the study is currently restricted primarily 
to Eastern Ontario. Interestingly, the research team has received requests for treatment from individuals in 
other Canadian provinces, as well as multiple places in the United States and as far as India, indicating an 
international need for this type of prevention program. Ideally, preliminary evidence from this study can be 
used to support more widespread implementation of secondary prevention initiatives in Canada. However, a 
nationwide response to CSA is unfeasible without government funding and support. Unlike in Germany and the 
UK, where prevention initiatives are well-supported by government and legal sectors (e.g. PPD receives annual 
ministry funding of €5 million; Scholz, 2016), political will to support preventative approaches in Canada is 
comparatively lacking (Piche et al., 2018).  
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The Safer Living Foundation Prevention Project. The Safer Living Foundation (SLF) is a registered charity, 
established in 2014 as a joint venture between Whatton prison, Nottingham Trent University, the National 
Probation Trust (Nottinghamshire), and Nottinghamshire Police. Its charitable objectives are: (1) To promote 
the protection of people from, and the prevention of, sexual crime; and (2) To promote the rehabilitation of 
persons who have committed, or who are likely to commit, offences, particularly sexual offences against 
others. The charity recognises that people can be prevented from committing a sexual offence if the right help 
is offered at the right time. In response to this, the SLF set up a project (The Aurora Project) that provides a free 
treatment service for individuals who are concerned that they may sexually offend. The service was set up with 
input from a long-running service user group at Whatton prison run by Professor Belinda Winder, in which she 
meets with a group of six to eight current prisoners each month. This helps the charity to offer a prevention 
service that is fit for purpose as it utilises both the current evidence base together with the “lived experience” 
of people who have committed sexual offences.   
 
The project runs in a specialist treatment centre in Nottingham city centre (though the service is open to  
people from any area who are willing to travel). The centre is managed by a multi-disciplinary team of  
treatment facilitators, psychologists and psychiatrists - all of whom are experienced in working with people 
who have committed sexual offences. The project offers a group-based intervention using third wave CBT 
methods, such as Acceptance and Commitment Therapy (ACT) and Compassion Focused Therapy (CFT). It 
addresses the dynamic risk and protective factors associated with sexual offending and helps participants 
flourish and thrive; for some that will involve having to accept and live with their sexual interests. The service 
also offers both individual support, as required, and/or medication to manage sexual arousal for those clients 
who are sexually preoccupied. Evaluation has been built into the service plan to monitor and assess the 
intervention.   
 
Demand for prevention services  
 
The expansion of the Stop it Now! and Prevention Project Dunkelfeld (PPD) programs, the ongoing emergence 
of new prevention initiatives for CSA, and the volume at which these programs are being used are all indicative 
of increased demand for preventative services that address CSA. From 2002 to 2017, the Stop it Now! UK & 
Ireland Helpline received upwards of 60,000 calls, over 40% of which were made by MAP, and from 2013 to 
2014 the demand was so high that an average of 2,199 calls went unanswered each month (Brown et al., 
2014). Within the first 15 months of operation, the Stop it Now! Netherlands helpline was contacted by 254 
individuals (Eisenberg et al., 2014). In 2016, the Stop it Now! Scotland website was accessed by 1,530 people, 
and the helpline received over 100 calls (Paedophile self-help site, 2018). Of the 476 individuals who contacted 
PPD within the first 18 months, 43% elected to be assessed for treatment (Beier et al., 2009a). Piché et al. 
(2018) found that 91% of their sample of convicted sex offenders said they would consider using a preventative 
service in the future if needed, and 61% said they would have previously used a preventative service had it 
been available or known to them. The latter statement was more likely to be endorsed by participants who 
reported greater concerns about their problematic sexual interests.  A recent media campaign launched by the 
Lucy Faithfull Foundation, a UK-based charity devoted to preventing CSA, targeting users of online child sexual 
abuse images received approximately two million hits over eight months from people concerned about their 
behaviours (Sheath, 2016). Police in the UK have been supportive of secondary prevention initiatives that aim 
to address these behaviours before involvement with the criminal justice system. These initiatives may be a 
crucial part of addressing the problem of online sexual offending, as the sheer volume of online child sexual 
abuse images, and the difficulty in apprehending all these perpetrators, means that “We are not going to be 
able to arrest our way out of it” (Evans, 2014).   
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Benefits of Primary and Secondary Prevention  
 
Primary and secondary prevention of CSA has at least four potentially far-reaching benefits: (1) Preventing 
children from becoming victims of sexual abuse; (2) Helping people who may be at risk of offending get 
appropriate treatment to improve their quality of life and allow them to continue being pro-social members of 
society; (3) Saving the criminal justice time and resources by preventing both initial and subsequent incidents 
of CSA, thus moderating the number of offenders who need to be prosecuted and incarcerated for these 
offences; and (4) Reducing the strain on the health care system by avoiding the many possible physical and 
mental health consequences of experiencing sexual abuse.  One of the critical functions of prevention 
initiatives is strengthening the protective factors that research has previously identified as significant to 
reducing the risk of CSA (Hanson & Harris, 2001; Hanson & Morton-Bourgon, 2005). Social support has been 
consistently identified as a protective factor, but unfortunately both potential and actual sexual offenders 
often experience intense feelings of alienation and social isolation due to the need to keep their sexual 
interests and behaviours hidden from family, friends, and even healthcare providers (Malone, 2014). 
Consequently, professionals working with these individuals have found that their “stories just poured out of 
them once a safe space for disclosure was provided”, and that simply having someone to whom they could 
disclose their sexual interest was reported as having a preventative function for some individuals (McCartan et 
al., 2018, p. 14). Callers to the Stop it Now! Helpline reported improved emotional, psychological, and physical 
health, with one study finding that 76% of participants felt more in control of their behaviours, emotions, and 
situations, and 75% describing reductions in their feelings of social isolation (Brown et al., 2014). There was 
also strong support (86%) for the belief that using the Stop it Now! helpline can help protect children that  
may be at risk of sexual abuse. Improved emotional functioning, fewer cognitive distortions, greater  
understanding and control of their own sexual interests, behaviours, and risk factors, as well as the  
development of new coping mechanisms to prevent future offending have also been reported (Beier et al., 
2009; Beier et al., 2015; Brown et al., 2014; Eisenberg et al., 2014). Based on evidence that personal well-being 
and improved quality of life can result in desistance and improved ability to self-manage behaviours (Brown et 
al., 2014), findings from these and other initiatives support more widescale implementation of confidential 
support and treatment avenues for those at-risk of sexual offending.    
 
The many possible consequences of experiencing sexual abuse indicates that those who have been victimized 
are more likely to incur higher health care costs and further strain the existing healthcare systems 
(ChildHelpInfoCenter, 2009; Nyamwathi & Rjasnjanskaja, 2014). In contrast, the long-term effects of prevention 
initiatives include minimizing or eliminating many of the personal, social, and financial costs associated with 
the potential negative repercussions of experiencing CSA (Finkelhor, 2009; Letourneau et al., 2018). 
Consequently, the costs associated with developing and implementing prevention initiatives must be 
understood in relation to the many potential savings resulting from the prevention of CSA and its associated 
legal and medical costs (Aos et al., 2001), as well as the “significant savings in human suffering and pain” (Piche 
et al., 2018, p. 78).     
 
Economic benefits of prevention  
 
According to the National Society for the Prevention of Cruelty to Children (NSPCC), a conservative estimate of 
the cost of CSA in the United Kingdom is £3.2 billion per year. This includes expenses related to healthcare 
(£182 million), the criminal justice system (£149 million), and child services (£124 million), as well as costs 
associated with lost productivity in the labor market due to the lasting impact of CSA (estimated at 2.7 billion) 
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(Saied-Tessier, 2014). In the United States, recent estimates are even higher, with one study reporting that 
costs associated with CSA were over $9 billion in 2015 alone (Letourneau, Brown, Fang, Hassan, & Mercy, 
2018). Cost-benefit analyses of tertiary services for those convicted of sexual offences consistently indicate that 
treating these individuals leads to significantly more savings than expenses (Aos et al., 2001; Marshall, Eccles, & 
Barbaree, 1993). Although research is still limited, early results support the hypothesis that cost-benefit 
analyses of primary and secondary prevention initiatives would result in similar outcomes. Bowles (2014) 
conducted an economic analysis of the Stop it Now! UK & Ireland Helpline, excluding the cost of harm to 
victims since estimating these costs was not feasible. The author assumed that: (1) The number of new callers 
per year would be on the lower end (n=452); (2) Offenders or potential offenders who contacted the Helpline 
would commit one less offence per year; and (3) This ‘one less offence' would belong in the least severe 
offence category (with a cost of $1,811 per offence). Based on these assumptions, the author estimated that 
savings to taxpayers would be approximately $818,400 per year. Considering that the budget for the UK & 
Ireland Helpline was $642,800 in 2011-2012 this results in savings of $175,600 for a single year (Bowles, 2014).  
It is important to note that this analysis used the lowest estimates for the number of callers, offences, and 
severity of offences, meaning that actual savings may be even higher.    
 
Based on an average cost of £65,000 to incarcerate one person in the UK (including police, court fees, etc.), 
another UK-based prevention initiative has estimated that it would cost the government close to £126 million if 
all 1,936 of their expected clients in 2018 were sentenced to a period of imprisonment (StopSO, 2018). In 
contrast, they estimate that to treat all expected clients they would require £735,000 per year of government 
funding – £200,000 for staffing and administration, plus £535,000 to subsidize costs for the 20% of clients who 
cannot afford treatment. Based on this, the cost of providing these preventative services for one year is only 
£380 per client, meaning that for every client who does not offend in 2018, the government would save a 
minimum of £64,620, and only 11 clients would need to avoid involvement with the criminal justice system in 
order to make the program entirely cost effective (StopSO, 2018). The full economic benefits of a prevention 
approach are incalculable, as there is no way to accurately determine the cost of the harm and suffering 
experienced by victims of CSA. As such, there should be no question that the potential benefits to children, 
their families, MAP, and society as a whole outweigh the cost of attempting to create prevention initiatives. 
Going forward, governments should more carefully consider these cost-benefit ratios when deciding whether 
to devote resources toward tertiary interventions (i.e. incarceration) versus primary and secondary prevention 
initiatives. This is especially important considering that the success of primary and secondary initiatives is likely 
dependent on the provision of government funding and support (Letourneau et al., 2018; Williams & Donnelly, 
2014).   
 
Barriers to Primary and Secondary Prevention  
 
Several practical, ethical, and systemic barriers, identified by both professionals and service users, have  
hindered the availability and accessibility of primary and secondary prevention initiatives intended to reduce 
CSA. While it is often assumed that MAP and those at-risk of sexual offending require external motivation to 
enter treatment (i.e. from the legal system), it has been found that when aware of available treatment options, 
many of these individuals seek treatment voluntarily and report finding it helpful (Beier et al., 2009). Thus, it is 
possible that a lack of knowledge about available treatments may be a larger barrier to accessing these services 
than a lack of personal motivation for treatment. Unfortunately, the guilt and shame associated with having a 
sexual interest in children, as well as the stigma associated with pedophilia, can prevent even those who are 
motivated for treatment from voluntarily seeking help for this issue. A survey of self-identified MAP found that 
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40% of participants wanted treatment for their sexual interest but did not seek it out due to fears that they 
would be misunderstood (85%), treated with disrespect (54%), or that the treatment provider would be  
judgmental (63%), unethical (46%) or not respect confidentiality (51%) (Testa & West, 2010). Research has also 
found that individuals were deterred from seeking treatment for their problematic sexual interests as they 
were unaware of how to identify or access relevant services prior to involvement with the criminal justice 
system, or simply assumed that no such services existed (Chasan-Taber & Tabachnic, 1999; Van Horn et al., 
2015). McCartan et al. (2018) reported that some individuals were hesitant to search for available services 
online or disclose their sexual issues to a healthcare provider in order to get a treatment referral, as they were 
uncertain of the legal consequences of these actions. These findings are in line with another recent study, 
which found that barriers to treatment included participants’ concerns they would be arrested or labeled as a 
sexual deviant, as well as concerns about privacy and anonymity (Piché et al., 2018). These concerns may be 
especially prominent for individuals who are sexually attracted to children but have not acted on this sexual 
interest.   
 
Based on outcomes from their prevention pilot project, Van Horn et al. (2015) identified a number of internal 
and external barriers to the successful prevention of CSA. Internal barriers included denial and minimization of 
sexual problems, refusal to acknowledge the harmful effects of illegal sexual behaviours, fears concerning 
disclosure, and shame and guilt related to their sexual interests and/or behaviours. Even individuals who have 
never engaged in any illegal sexual behaviours often experience extreme feelings of shame and guilt regarding 
their problematic sexual interests (Malone, 2014). These feelings can often fuel individuals’ fears that their 
sexual interests or behaviours will be identified, and the possibility of being ‘outed’ as having a sexual interest 
in children can in turn lead to isolation and a lack of social supports. These fears are not unjustified. Two 
studies on public stigma towards pedophilia found that between 14% and 28% of participants felt it would be 
better if people with pedophilia were dead, even if they’d never offended (Jahnke, Imhoff, & Hoyer, 2015). This 
may explain why Piche et al. (2018) found that only a small percentage of participants had ever sought 
treatment for their sexual issues (18%) or spoken to friends or family members about these issues (18%). 
Reasons provided by participants included feeling too ashamed (55%), not knowing whom to tell (51%), being 
too shy (43%), and feeling that it was not important to discuss their sexual issues (24%).     
 
External barriers identified by Van Horn et al. (2015) included a lack of knowledge about existing treatment 
options and referral sources, as well as the limited availability of applicable resources. These barriers may 
relate to a lack of awareness or reluctance among health and legal professionals to inform individuals about 
prevention initiatives, as well as a lack of clinicians qualified to treat problematic sexual interests. McCartan et 
al. (2018) note that one explanation for professionals’ unease with the use of secondary prevention initiatives 
for CSA may relate to the ethical ‘gray area’ regarding the degree to which it is a healthcare provider’s duty to 
probe someone who is not already involved with the legal system for information about potential offending 
behaviours. In some cases, even if clinicians are available, the cost of private counselling sessions can make this 
option unfeasible for some (Piche et al., 2018). In Canada, for example, psychiatric treatment is covered by the 
Ontario Health Insurance Plan (OHIP), but psychological treatment requires paying out of pocket for those who 
do not have personal health insurance (and even then, the coverage is limited).  
 
Overcoming Barriers and Future Directions  
 
Much of the current research on prevention initiatives for CSA indicates that reducing the stigma toward MAP, 
especially those who have never acted on this sexual interest, is an essential step toward eradicating the 
barriers that deter at-risk individuals from seeking help (Jahnke & Hoyer, 2013). Consequently, widespread 
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education on problematic sexual interests and behaviours is needed, both for professionals working in the 
health and criminal justice fields, as well as the general public. The media’s role in this endeavour cannot be 
overlooked, as any attempt to alter the social landscape will require a significant change in the way that 
pedophilia is portrayed to the public in news stories, television, movies, etc. For example, rather than reacting 
to the word pedophile with questions akin to, ‘but what if it was my child who was sexually abused?’, perhaps 
people should also be asking themselves, ‘what if it was my child who had pedophilia?’. Pedophilic Disorder is a 
psychiatric illness which, like other mental health issues, affects people through no fault of their own. If 
someone’s own child was the one suffering from pedophilia, experiencing extreme feelings of shame and self-
loathing because of their sexual thoughts, possibly even suicidal or at-risk of acting on this sexual interest - 
wouldn’t they want them to be able to seek treatment for this illness in order to live a happy, healthy, pro-
social life?  
  
Based on the limited amount of current scientific knowledge, we agree with Tozdan et al. (2018) that clinicians 
and researchers should avoid “generalized and absolute statements about the immutability of a sexual interest 
in children” (p. 10), not only to their clients, but also to other professionals and the media. Proclamations of 
this nature are likely to do more harm than good, as they may reduce the self-efficacy of MAP to change their 
sexual interests, while simultaneously increasing public stigma toward these individuals. However, treatment 
providers should be cognizant that if MAP exist on a spectrum with regard to the exclusivity of their sexual 
interest in children, it may be inappropriate to assume that the small minority of MAP who are exclusively 
interested in children are equally amenable to treatment (Tozdan & Briken, 2015). As such, treatment 
interventions may need to be adjusted accordingly. Participants in a US-based prevention project indicated 
that hearing from others who had been successfully treated and were now living healthy and productive lives 
in the community would have the largest impact on their decision to access this service (Chasan-Taber & 
Tabachnic, 1999). This finding may be related to hope theory, and the idea that hope can act as a protective 
mechanism against offending behaviours (Moulden & Marshall, 2005). Unfortunately, the stigma associated 
with having a sexual interest in children prevents those who have been successfully treated from speaking out 
about their experiences.    
 
Regarding the ethical ‘grey area’ that may deter some healthcare providers from offering or recommending 
these types of interventions, possible strategies that have been suggested for mitigating these ethical barriers 
include providing comprehensive and explicit explanations to both treatment providers and service users 
regarding what information would be asked, whether the sessions would be recorded, and what information 
falls under local mandatory reporting laws (McCartan et al., 2018). Finding an appropriate balance between 
protecting public safety and maintaining the therapeutic relationship is crucial to the success of secondary 
prevention initiatives, as it has been found that individuals are less likely to seek help if it would involve having 
their identity or other information about themselves revealed to the criminal justice system (Beier et al., 
2009a; Brown et al., 2014). In the SBC, patients are informed of the mandatory reporting laws and the fact that 
the SBC abides by these laws, as this allows children to be protected from harm. In this way, patients are 
helped to understand that their successful treatment is a benefit both to themselves and others.  
 
Recommendations for program development and implementation  
 
The design of effective primary and secondary prevention initiatives depends on many factors, including (but 
not limited to) the specific goals of the program and targeted populations, available funding and resources, 
program location (including local mandatory reporting requirements), and service delivery methods. For 
example, helplines may be considered an ideal method for service delivery, yet they require significant 
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resources that may not be available to those with limited funding. Decisions regarding program development 
and implementation should be thoroughly informed and evidence-based whenever possible, as these decisions 
will likely determine the success or failure of these initiatives. Treatment interventions should be tailored to 
address clients’ individual needs, and the use of ‘one size fits all’ treatment strategies should be avoided. 
Programs should provide a range of possible treatment options (all of which should be completely voluntary), 
such as psychotherapy, assistance finding housing or employment, and medications to reduce sexual arousal 
(e.g. anti-androgen medications) or treat other psychiatric illnesses such as mood and anxiety disorders. 
Ideally, prevention programs will employ a multi-disciplinary staff equipped to meet the diverse needs of their 
clientele, including at least one psychiatrist who has the necessary training to administer and monitor 
medications, as well as diagnose Pedophilic Disorder. If programs are unable to employ a multi-disciplinary 
staff, collaborations between multiple community organizations are encouraged as a means of providing clients 
access to essential resources. Having a psychiatrist on staff is also advantageous as some specialized services 
(e.g. substance abuse programs, mood disorders clinics) may require a physician’s referral. Program 
development will also require decisions regarding clinical practices, including whether treatment interventions 
will differ for individuals considered to have an exclusive versus non-exclusive sexual interest in children 
(Tozdan & Briken, 2015). It is recommended that these decisions be made in consultation with psychiatric 
professionals. 
 
Important decisions will also need to be made with regard to promotional strategies. Successful advertising 
campaigns are crucial to the success of prevention initiatives, as even a well-developed program cannot be 
effective if its existence is unknown. Results from Prevention Project Dunkelfeld (PPD) indicate that the 
following criteria were necessary when developing a campaign to recruit MAP into treatment: (1) Showing 
empathy and understanding of their difficult situation; (2) Avoiding discrimination based on an individual’s 
sexual preference(s); (3) Reducing fear of legal repercussions; (4) Ensuring confidentiality and anonymity; and  
(5) Decreasing feelings of guilt and shame (Beier et al., 2009a). Callers to the Stop it Now! helpline identified 
similar factors as being most relevant to their decision to contact the helpline (Brown et al., 2014). Piche et al. 
(2018) found that the resources considered most important by sexual offenders themselves included free 
counselling (81%), free group treatment (48%), the existence of a helpline (48%), free online counselling (34%), 
and self-help books (18%). Decisions about advertising strategies may need to account for differences based on 
program location. Brown et al. (2014) found the most effective methods of promoting the Stop it Now! UK & 
Ireland helpline were through the police force (33.7%) and websites (19%), with less than 1% hearing about the 
helpline from the media. In contrast, the majority of people who contacted the Stop it Now! Netherlands 
helpline reported learning about it from TV, radio, or print media (NatCen Social Research, 2014). Schaefer et 
al. (2010) studied 160 people who had contacted PPD and found the majority had also become aware of the 
study through these same media sources (41%), however in this case the remainder of referrals came primarily 
from medical and social welfare professionals (24%) and the Internet (15%).  
 
Following media campaigns or news coverage of the Stop it Now! Netherlands helpline, the number of calls to 
the helpline increased to almost double the usual average of three calls per day (Van Horn et al., 2015). This 
indicates that effective prevention initiatives will likely require significant media engagement and close 
attention to public relations, specifically regarding the messages being portrayed and how these will be 
perceived by the public, healthcare and legal professionals, policy makers, and those who may be at-risk of 
engaging in CSA. It has been suggested that organizations and professionals working in the field of prevention 
should help to shape these public messages through proactive engagement with the media and the 
dissemination of important information, such as the distinction between pedophilia and sexual offending, and 
the many potential benefits of primary, secondary, and tertiary prevention initiatives (McCartan et al., 2018). 
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As the success of prevention initiatives relies on many of the decisions made during the design phase, the Lucy 
Faithfull Foundation has created an extensive toolkit that can be used to navigate the complicated process of 
designing these interventions (https://ecsa.lucyfaithfull.org/).   
Conclusions  
 
It is not difficult to understand why the mention of child sexual abuse can incite such an immediate and intense 
emotional reaction. Yet for too long these emotional reactions have been allowed to dictate the way that we, 
as a society, address the issue of CSA. While understandable, these emotions rarely lead to effective solutions 
to the problem, but rather lead to acts of vigilantism or public outcry to ‘lock ‘em up and throw away the key’ 
(Duell, 2018; Brown, 2013). Media-fuelled fears, along with oversimplified or incorrect characterizations of 
sexual offenders, can result in tertiary legal strategies (e.g. residency restrictions, sex offender registries) that 
are not evidence-based, and which may actually increase the risk of sexual recidivism (Finkelhor, 2009). As 
terms like ‘pedophile’ and ‘child molester’ are used interchangeably in the media, the stigma, hatred, and 
disgust that is typically felt towards those who sexually abuse children becomes inherently associated with 
MAP, regardless of whether they’ve acted on their sexual interest. People do not ask to be sexually interested 
in children, the overwhelming majority would prefer not to have this sexual interest, and many spend years or 
even lifetimes resisting their sexual urges (Fedoroff, 2010; Piché et al., 2018). Misunderstandings of the law and 
fears about ‘thought police’ (i.e. being arrested solely for having sexual thoughts about children) can also 
prevent these individuals from seeking treatment before they offend. If society truly wants to move toward a  
world in which no children are sexually abused, it is time people begin to understand that their own emotional 
reactions, however justifiable they may be, cannot be permitted to hinder or override evidence-based 
strategies that can help ensure the safety and wellbeing of children, including those at the primary and 
secondary levels. The ability of primary and secondary prevention initiatives to circumvent even initial sexual 
offences is nothing short of life-changing, and there is no reason why individuals who are at-risk of engaging in 
CSA should have to wait until after they’ve offended to be given access to treatment.   
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